We present a case of heart failure and pneumonia which masked the tumour that filled the whole left atrium.
A 65-year-old woman without prior history of cardiovascular disease was admitted to the department of cardiology from an outside hospital with a two month history of exertional dyspnoea, productive cough and hoarseness. On physical examination she was noted to have lower extremity oedema and bilateral crackles. Laboratory evaluation was notable for an elevation of white blood cell count. The patient was diagnosed with pneumonia and treated with antibiotics and diuretics. Subsequently, she showed some improvement in her clinical status. However, because of the clinical findings of heart failure, she was evaluated by a cardiologist who found her to be tachypneic and tachycardic. Cardiac auscultation revealed muffled cardiac sounds. An electrocardiogram demonstrated accelerated sinus tachycardia 110 bpm. Laboratory tests revealed elevated C-reactive protein (CRP), without leucocytosis, normal level of procalcitonin, moderately elevated N-terminal of the prohormone brain natriuretic peptide (NT-proBNP) and anaemia. Echocardiography showed a 64,7 × 33,9 mm mobile tumour attached to the septum that filled the entire left atrium with mitral valve orifice obstruction (Fig. 1) . The patient underwent cardiac surgery the following day. Histopathological examination of the left atrial tumour revealed haemangioma.
Primary cardiac tumours are very rare. Most cardiac tumours are metastatic and are 30 times more common than primary tumours. Seventy-five percent of primary cardiac tumours are benign and only 5% of all benign tumours are haemangiomas. Fewer than hundred cases are reported in the literature. Most cardiac haemangiomas are located in the ventricles and 30% are associated with extracardiac haemangiomas. Tumours commonly result in unspecific symptoms and clinical findings typical for cardiac and systemic diseases. Depending on localization they can produce a variety of clinical masks.
Left atrial tumours often result in symptoms similar to mitral stenosis or pulmonary hypertension. Tumours in the right atrium usually typically give symptoms of tricuspid stenosis. Patients with tumours in the right ventricle present right-sided heart failure while left ventricular tumours cause interference with electrophysiological conduction, produce arrhythmias, syncope or atypical chest pain due to coronary artery obstruction by tumour involvement or emboli.
In our case the first diagnosis was pneumonia and heart failure, which masked the tumour that filled the whole left atrium. Symptoms were similar to that in mitral stenosis. There were exertional dyspnoea, cough with sputum and
